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we Gp oves . oma " nA as to; 
E j N NNNM 
ae l NCONSENT TO OPERATION, ADMINISTRATION-OF 
NESTHETICS, AND THE RENDERING OF OTHER 0 
MEDICAL SERVICES EA 
Date MM 
Hour... 2e. M. /—— Ae ýŤýġůűůU yġyjyůģŭűůôáala tete tette ttt Pr tese s LP De err s LLL Lll 
(Name of Patient) 
1. I authorize and direct 1... A LLL M.D. my 
surgeon and/or associates or assistants of his choicà to perform the following operation upon me .......................—. 


Oe ee ee OR Cee OTR RR Teme erm mnt ene tweet mame ene treme e nae n tenet L0 1 5 (10 1 DEMNM 


and/or to do any other therapeutic procedure that (his) (their) judgment may dictate to be advisable for the pa- 
tient’s well-being. The nature of the operation has been & plained to me and no warranty or guarantee has been 
made as to the result or cure. l 


2. I hereby authorize and direct the above-named surgeo: and/or his associates or assistants to provide such 
additional services for me as he or they may deem reasonable ànd necessary, including, but not limited to, the ad- 
ministration and maintenance of the anesthesia, and the perfórmance of services involving pathology and rad- 
iology, and I hereby consent thereto. l 


3. I hereby authorize the hospital pathologist to use his discretion\in the disposal of any severed tissue or mem- 


DOMORUM NNNM NNNM NEN 


Witness .........1seeeececee MM NENNEN 


(If patient is a minor or unable to sign, complete the following:) 


Patient is a minor ................... , or is unable to sign, because ............. MEMINI 


ertet ute uetus conue ee ecoocunu eto mC nme ee ee seen eet crum Im mu err Iumcu e ewww ete meme ete cece mene ween ween n cen c een hoc cc anc eee cem ae emere roce er ecce ese rnac ecce eve 


ee totu Tte retener cuccc eme te Tar em ee ORO Nea Rate Henna mane e etree manent se ru uuh enw en ten ec eect rem nena ces enn ten mentee nan cece pue seme e esctt ese ccos c see sceneaceeseoem noc 


(Mother) . (Other Person and Relationship) 


CONSENT TO TREATMENT 


I hereby authorize my physician or physicians in charge of my care, or that of the patient named on the other 
side of this sheet to administer such treatment or carry out is rocedures as may be deemed he¢¢ssary or advis- 


able in the diagnosis and treatment of my case, or that of the named patient. | p 
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EZ n D tt Sim MA TAX a D» tac, 4 
(Witness) (Patient br. Nearest Relative) 


(Witness) . . (Relationship) N .. (Date) 


